Material and methods
Eight patients with classical or definite rheumatoid arthritis (American Rheumatism Association criteria) and 6 cadavers known not to have clinical joint disease in life were studied. Two patients and all the cadavers had both joints investigated (Table 1) . Synoviography was performed for hindfoot pain at rest or on weight bearing and pain on inversion or eversion of the foot. Other limb joints were examined and any disease activity noted. Cadavers were studied no later than 36 hours after death. Lateral radiographs of the ankle were taken prior to synoviography.
The patient was asked to lie face downwards. The Table 1 Clinical and biological data Female Male
Total patients 6 2 Total subtalar joints 7 3 Mean age 44. Erosive changes in hands or/and feet 6 1 Total cadavers 3 3 Mean age 81 83.3 subtalar joint was approached laterally. The point of entry was located at the intersection of a line drawn 2 5 cm above the distal end of the fibula and a line drawn 1 0 cm from and parallel to the posterior border of the shaft of the fibula (Fig. 1) . A 4 cm 21 gauge or 3 cm 23 gauge needle was introduced at a 600 angle to the skin surface, the needle being pointed towards the proximal end of the first metatarsal and penetrating the soft tissue until cartilage was felt (Fig. 2) . Aspiration was attempted-but fluid seldom obtained-before injecting a mixture of sodium iothalamate 70% (Conray 420) and triamcinolone hexacetonide (Lederspan) 20 mg per ml into the posterior subtalar joint by a strictly aseptic, no-touch technique. Nonweight-bearing lateral and medial oblique x-rays of the ankle were taken immediately after injection with a GEC D55 unit using a 0 6 mm beam source and recorded on Ilford screen films (Ilfex Rapid R). Cadaveric joints were assessed with a portable Philips Super Practix machine using a 2-0 mm beam 
Results
The majority of patients had polyarticular, erosive arthropathy and all had forefoot involvement ( Table 1) . The knees were involved in 7, the midfeet in 6, the ankles in 4, and the hips in 2 patients respectively. The volume of fluid which was injected into the posterior subtalar joints of patients and cadavers varied between 2 and 3 ml. In the cadaveric control synoviograms filling of the anterior part of the posterior subtalar joint was a constant finding (Fig. 3) . The posterior recess of the joint showed a V shape indentation in seven of 12 synoviograms (Fig. 4) . Two of the 12 cadaveric subtalar joints communicated with the ankle.
The abnormal features found in the patients with rheumatoid arthritis are shown in Table 2 . Distension of the posterior recess was present in all synoviograms. The distension was directed vertically or more posteriorly, accentuating the V shape noted in the control group (Fig. 4) . The distended capsule showed filling defects corresponding to hypertrophic synovitis in all joints (Figs. 5 and 6 ). The anterior compartment of the joint either showed irregular filling or obliteration in 6 of 10 patients (Fig. 7) . Prompt drainage of contrast material through the lymphatics was detected in 4 patients. Three subtalar joints communicated with the ankle. All patients noticed less pain at rest and on weight bearing within 24 to 48 hours. Walking was reported to be easier. strong anteriorly and laterally and prevent capsule distension in these regions, so that when intraarticular pressure is raised by the increased secretion of synovial fluid from the rheumatoid synovial proliferation the V shape indentation is accentuated (Figs. 5, 6, 7) . Rapid lymphatic drainage has previously been reported and is thought to be secondary to increased synovial permeability.12
The mixture of a corticosteroid with the radiographic contrast material gives an adequate concentration of anti-inflammatory drug delivered into the joint. All patients reported benefit from this treatment, and no complications were encountered. The anti-inflammatory effect was confirmed in 2 patients by means of the thermographic index. 
